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Introduction
While surgery for stenotic lesions of the internal
carotid artery (ICA) remains a common procedure
performed by vascular surgeons, aneurysmal disease
in this area continues to present less frequently. It has
been estimated that operations for carotid aneurysms
may account for at most 2% of all carotid artery
interventions.1,2 Although pseudoaneurysms follow-
ing endarterectomy continues to be the most common
pathology (in up to 58% of cases2) several other
aetiological processes are possible. These include
atherosclerosis, fibromuscular dysplasia, trauma and
carotid dissection.
The natural history of these aneurysms is not
entirely known as few centres have accumulated
sufficient experience. However, in keeping with most
published series, 43% of patients with ICA aneurysms
presenting to the Texas Heart Institute suffered from
symptoms related to cerebral ischemia.2 This relatively
high risk of cerebral events has led many vascular
surgeons to advocate intervention for most of these
aneurysms. This report describes the presentation and
subsequent successful surgical treatment of a large
asymptomatic, atherosclerotic internal carotid aneur-
ysm in an elderly women.
Case Report
An 85 year old woman presented with a seven year
history of an enlarging pulsatile left neck mass. She
denied any history of trauma, comorbid medical
conditions, or other arterial abnormalities. There was
no history of any neurological symptoms including
transient ischemic attack, stroke, or cranial nerve
dysfunction. On physical examination, the pulsatile
mass was non-tender and was situated anterior to the
left sternocleidomastoid muscle and extended to just
below the angle of the mandible. Duplex ultrasound
revealed a 6.0 £ 4.6 £ 4.5 cm3 saccular aneurysm orig-
inating near the carotid bulb. As the origin of the
aneurysm was not evident on ultrasound an arterio-
gram was performed which confirmed that it origi-
nated from the proximal to mid extracranial ICA
(Fig. 1).
The patient was taken to the operating room and
under general anesthesia the aneurysm was explored
via a standard anterior cervical incision. The large
aneurysm was exposed and the common, external,
proximal and distal internal carotid arteries were all
identified and controlled (Fig. 2). Care was taken to
identify and preserve the vagus, hypoglossal and
glossopharyngeal nerves. After heparinization,
clamps were applied and the aneurysm was opened
without the use of temporary shunting. There was no
thrombus in the aneurysm sac and this true aneurysm
originated from a 2 cm segment of the ICA. The
aneurysm sac and involved artery were excised and
there was sufficient redundancy in the remaining ICA
to allow for reconstruction via a spatulated end to end
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anastomosis. The patient did well and was discharged
on the second postoperative day with no neurological
complications or cranial nerve dysfunction. Patho-
logical examination of the aneurysm sac revealed a
true aneurysm with atheromatous changes and no
evidence of fibromuscular dysplasia.
Discussion
The extracranial carotid distribution is an uncommon
site for aneurysmal disease. Several causes exist, the
most common being pseudoaneurysms following
carotid endarterectomy or trauma (including dissec-
tion).2 Contributing factors to aneurysm formation
following endarterectomy include the use of a syn-
thetic patch, infection, the use of silk sutures, and
progressive arterial degeneration.2,3 As with our case
another frequent cause of this infrequent problem is
atherosclerotic degeneration.2 – 4 These atherosclerotic
aneurysms usually occur near the carotid bifurcation
and can coexist with significant arterial tortuosity.
Although our patient was asymptomatic, most
patients (65%) with atherosclerotic aneurysms in the
Texas Heart Institute series suffered from ipsilateral
cerebral symptoms.2
Operative repair of our patient’s aneurysm
included circumferential resection of the involved
artery. Although several reports have described partial
excision and patch angioplasty,2 we and others4
recommend complete excision to minimize the risk
of aneurysm recurrence. While not necessary with our
patient, the use of a temporary shunt has been found
to be useful in maintaining alignment of the tortuous
ICA during reconstruction.4 Additionally, although
not encountered in this case, distal extent of the
aneurysm may necessitate further operative
manoeuvres, such as mandibular subluxation, to
ensure distal ICA exposure and control.
Standard surgical repair of these aneurysms has
been shown to be safe and effective in larger series
with a combined major stroke or mortality rate
between 4%3 and 9%.2 However, the incidence of
postoperative cranial nerve dysfunction has ranged
from 6%2 to 44%3 leading some authors to consider
less invasive therapies such as coil embolization or
endovascular repair of these aneurysms. At present
there is little in the literature describing endovascular
repair of carotid aneurysms as the risk of cerebral
embolization is a concern.5 With improvements in
cerebral protection devices endovascular repair of
these aneurysms will become less hazardous and may
become the preferred treatment in appropriate
patients.
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